Formal review of anaesthetic mortality in Australia on a large scale commenced in 1960. I Centralised studies of morbidity are of much more recent origin, although no doubt morbidity review within institutions began much earlier. Under the stimulus of accreditation, more hospitals are instituting quality assurance mechanisms of which morbidity review is a customary component.
In 1976 Kevin McCaul, the first chairman of the Victorian Consultative Council on Anaesthetic Mortality and Morbidity successfully persuaded the Victorian Minister of Health that any body investigating anaesthetic deaths should also be able to receive information about anaesthetic morbidity. His reasons for doing this were based on his belief that case reports of morbidity were likely to be particularly useful because the report would contain information not only about what went wrong, but also about what was done to detect and correct the problem. This information is often missing from mortality reports.
Victoria is currently the only state in which morbidity information is handled by a body having legislated maintenance of confidentiality. In other states, the confidentiality of quality of care information is still being debated, although in some instances a decision may not be too far off. It is interesting to note that although the New South Wales Committee was established to study mortality, its terms of reference are sufficiently broad to embrace morbidity review as well. This definition in practice embraces critical incident reporting as well as events causing morbidity and certainly cannot be regarded as a 'correct' definition of morbidity. However, it expresses the intention of the Council to consider any event which, if not detected and corrected, would lead to morbidity. In practice the Council is not so much interested in the morbidity which occurs as in the events leading to the morbid state.
Morbidity reporting
Morbidity reporting at present takes a number of forms. Every issue of an anaesthetic journal contains articles reporting morbidity of new treatments or techniques. These represent systematic surveys of these treatments or techniques and the morbidity figures quoted in these articles are generally believed to be accurate and reliable.
In addition every anaesthetic journal carries letters to the Editor and many of these report individual cases of anaesthesia-related morbidity which the authors feel should be brought to the attention of their colleagues. These reports describe drug reactions, failure of equipment and medical complications as well as problems with anaesthetic technique.
The Australian Drug Evaluation Committee has a system of morbidity reporting which identifies adverse drug reactions and publishes details at regular intervals in the Australian Prescriber and at longer intervals in its 'Reports of Suspected Adverse Drug Reactions'. This form of morbidity reporting is voluntary but valuable information is provided about the nature of particular drug reactions. No indication of their incidence can be Anaesthesia and intensil'e Care, Vol. 16, No. I, February, 1988 gained because of the voluntary nature of the reporting.
Through the 'Hazard Alert' system maintained by the Faculty of Anaesthetists (RACS) single occurrences of morbidity, usually equipmentrelated, can be brought to the attention of anaesthetists in New Zealand and Australia. The Safety Convenor of the Victorian Regional Committee of the Faculty, himself a consulting member of the Victorian Consultative Council on Anaesthetic Mortality and Morbidity, is responsible for receiving, processing and disseminating any information about morbidity which is reported to the Faculty of Anaesthetists.
The experiences of the Victorian Consultative Council are interesting and indicate that anaesthetists will take advantage of the opportunity to present a problem to an impartial body. In the first six years of its operation (1976-82) the Council received fifty-two reports, of which only three were reports of morbidity. 3 In the next two years (1983-84), sixty-six cases were reported of which thirtythree were reports of morbidity.4 In 1985 fifty-seven cases were reported, of which twentytwo were reports of morbidity.s In 1986 the total number of reports rose to one hundred, of which sixty-three were morbidity reports. In 1987 the rate of increase in reporting is being sustained; sixty reports were received in the first four months of the year. This rate of increase strongly suggests that doctors find the reporting of morbidity valuable.
Doctors who report morbidity apparently have two objectives. They receive expert comment from a group of their peers and they have the opportunity to inform their colleagues about problems which they have encountered. At the level of hospital departments, morbidity studies are an essential component of peer review. 6 Detection of problems may be achieved via recovery room reports and records, for example, or by a formal incident reporting program, and these problems are followed up by regular meetings of staff to evaluate the incidents (i.e. 'quality assurance' or 'morbidity' meetings). The more difficult step is taking the administrative action which will prevent a recurrence.
The Royal Melbourne Hospital Department of Anaesthetics has established a formal and continuing morbidity and mortality review process which is documented, presented to hospital staff and reported to the Victorian Consultative Council. In other centres also, this process is becoming established and accepted.
The principal problem with morbidity reporting so far has been the difficulty of establishing the frequency with which certain events occur. The Victorian Consultative Council has encouraged individual anaesthetic departments to undertake Anaesthesia and Intensive Care. Vol. 16 . No. 1. Februar:v. /988 formal morbidity surveys on selected topics because it is only in this way that the true frequency of particular events can be revealed. It hopes that an increasing number of major hospitals can be encouraged to conduct formal reviews of morbidity and report them. The advantages of a central computerised data-base for incident reports are discussed elsewhere in this issue.
An interesting field of study is that of 'closed' legal cases. Some medical defence organisations (but not all) will allow access to their files of settled litigation with respect to anaesthesia. Where the patient survives and makes a legal claim (whether successful or not) the clinical episode is a valuable datum which the speciality can ill afford to lose, and it is a pity that, for what in some cases may seem excessive caution, study of this material is precluded.
Legal problems
Many anaesthetists have expressed concern about the role of morbidity reports in legal proceedings. They feel inhibited about committing to paper details of events leading to morbidity. This concern is readily understood. Hospital records are not privileged documents under Freedom of Information legislation and must be disclosed if an appropriate request is made. Despite these fears it is likely that the best defence that an anaesthetist can mount is full and detailed documentation of an event. The various bodies investigating deaths in Australia and New Zealand, however, are able to maintain the confidentiality of the information supplied to them. This is achieved in a variety of ways. At the hospital level it is important that critical comment about specific events should not be committed to paper. The general recommendations arising from discussion, however, should be in writing so that all may benefit. Incident reports can be completely anonymous from the start, and once processed by individual hospitals, further safeguards can be devised for large scale data bases to ensure that not even the hospital of origin can be identified at a later date. Incident reporting in general, and the problems of efficient feedback and confidentiality in particular, would form a suitable topic for a future workshop. CONCLUSION Organised and formal morbidity reporting is in its infancy in Australia and New Zealand but exciting progress is being made. Anaesthetists appear to welcome the opportunity to report their problems and the highlighting of these events appears to be stimulating hospital departments to institute formal morbidity reviews. As results from these become available great benefit will accrue to patients and their anaesthetists. Mortality from anaesthesia has declined markedly over the history of the specialty. It seems likely that the earliest incidence may have been as high as one or two per 100 administrations, although this was almost negligible in the context of the appalling mortality from surgery in the pre-Listerian era. Estimates for the turn of the century suggest a rate of approximately one in 500.
Mortality Reporting
When the New South Wales Special Committee began its investigations, the rate had certainly declined greatly, but it was difficult to quantify at that time in terms of the number of anaesthetics given. What is known is that in 1960 there were at least 55 deaths attributable to anaesthesia in New .South Wales. l Had there been no improvement, it is likely that by 1987 this figure would have been over 100, taking into account an increase in population from 3.8 million to 5.5 million, and the current incidence of surgery. As it happens, the number is now about 20 per year,2 i.e. one-fifth of what it would have been had the incidence of surgery remained the same.
One consequence of this decreased incidence is that institution based studies of mortality are now less significant, and community-based surveys have gained in importance. Mortality Committees in Queensland, South Australia, Victoria and Western Australia have all been established, while the original New South Wales Committee has been successfully revived (in 1983) following the unfortunate medico-Iegal difficulties which caused its suspension in 1980. 3 It is regrettable that the diversity of legislative alia, led to differences in the methodology of the Mortality Committees operating in Australia. The principles which should apply are relatively easy to identify. They are: 1. a reliable mechanism for identifying and notifying any case in which death may have been attributable in part or whole to anaesthesia; 2. voluntary reporting of data by the anaesthetist involved to a legislatively protected Committee; 3. examination of the data, including autopsy findings, by a group of experts, with classification of the outcome according to a rigorous system of categories and errors, support for each of which must exist within the data available to the group; 4. communication to the respondent, completing the essential feedback loop, and 5. periodical evaluation of bulk data, and publication of reports or statements which draw attention to the conclusions which may be reached affecting patient safety. Examination of these five steps reveals deficiencies in all the existing surveys.
Case notification
In at least two States, notification of cases is wholly dependent on the anaesthetist, who is under no statutory duty to do so. This mechanism leads to significant under-reporting, as noted by Lunn and Mushin. 4 Where, on the other hand, notification to a Coroner is a statutory duty, and provided the expert committee has access to the coronial mechanism, case finding is reliable and is as near to 100% as it is possible to be.
